In the movie Annie Hall, Woody Allen recounts an old joke about two elderly women who are staying at a Catskill Mountains resort.
women remarks, "Boy, the food in this place is really terrible." The other replies, "Yeah, I know, and such small portions."
This sums up how most physicians feel about advance care planning. They see it as a morbid, uncomfortable task that is time-consuming and potentially damaging to the therapeutic relationship. Therefore, they postpone these discussions indefinitely. On the other hand, when patients are seriously ill and lack the capacity to express their end-of-life treatment preferences, physicians bemoan the fact that so few of them have left adequate instructions.
Certainly, this deep ambivalence toward advance care planning is not peculiar to physicians, but endemic to our death-denying society. The price we pay for this collective ambivalence is graphically illustrated by the example of Terri Schiavo, a young, apparently healthy woman who suffered an unexplained cardiac arrest and has languished in a persistent, vegetative state for more than 13 years. A bitter dispute about continuing gastrostomy feedings has torn a family apart and has pitted legislature against judiciary, doctors against lawyers, and right-to-die moralists against right-to-life crusaders. It has become the stuff of tabloids, talk shows, and Time magazine. Googling the term "Terri Schiavo" yields 120,000 search results in a tenth of a second. Tragedy has been turned into farce.
The circus surrounding this case, arising from its lurid details, should not blind us to its larger truth: that fundamentally similar medical/ethical issues are, in fact, commonplace. The SUP-PORT study illustrates an unfortunate consequence of the failure to engage in advance care planning: every day in this country people end up dying deaths they deplore in places they despise. 1 The Schiavo tragedy will be compounded if it fails to rise above the level of sensationalism, and if physicians fail to steer this public discourse toward a new awareness of the importance of end-of-life planning.
Legislation is not the solution
It is clear that this problem cannot be legislated away. Prompted in large part by the right-to-die cases of the past quarter century-Quinlan, Conroy, Brophy, and Cruzan, to name a few-the courts and legislatures have affirmed the right of every person to accept or refuse medical treatment when competent, and the right to communicate one's treatment preferences through advance directives when incompetent. The legacy of Nancy Cruzan was the Patient Self-Determination Act of 1990. And while this law has been systematically implemented by healthcare institutions for more than a decade, it has had a very modest effect in realizing its goal of increasing patient autonomy in end-of-life decision making. 2 Advance care planning is rare not only among the young and middle-aged, but remains uncommon among healthy older persons, 3 and those with cancer and other serious illnesses. 4 Even among patients entering hospice programs, the prevalence of advance directives is less than expected. 5
Delegation is not the solution
Most people do not engage in advance care planning because they assume that, should they lose decision-making capacity, their families and physicians will make the right decisions for them. 6 But this is a dangerous assumption. The extent to which people actually discuss their end-of-life preferences with their families and physicians is problematic. 7 Consequently, as several studies have shown, most surrogates and physicians understand patients' end-of-life treatment preferences with an accuracy that is little better than chance. 1, [7] [8] [9] Furthermore, issues of emotional burden, marital discord, financial motivations, and other conflicts of interest may prompt surrogate decision makers to misrepresent the patient's wishes. 10 The result is that end-of-life decisions may reflect the interests and values of others, rather than those of the patients. Even the most loving family members and well-intentioned physicians cannot make the best medical decisions for the patient unless they understand the patient's goals, values, and preferences and are prepared to accept them as the basis of decision making.
What's left is conversation
Physicians need to initiate advance care planning Advance care planning is not a priority for most people, and, when patients see their physicians, they have more immediate concerns. But people do want to discuss advance care planning with their physicians, and they look to them to initiate these discussions. 11, 12 Most patients believe these discussions should occur when they are healthy, or at least early in the trajectory of a serious illness; that age should not be a factor in their timing; that discussion should occur in the office rather than in a hospital setting; and that surrogate decision makers should be invited to participate. 11 Significantly, physician-initiated conversation about end-of-life care significantly increases the prevalence of advance directives. 5 Seniors who had end-of-life discussions with their physicians were three times as likely to complete advance directives as those who did not have these discussions. 3 It's never too early to discuss advance care plans Terri Schiavo was a young, apparently healthy woman when she sustained the catastrophe that left her in a vegetative state. While it is unrealistic to believe that her plight will cause the young and healthy to rush headlong into discussions about their end-oflife preferences, it is reasonable to believe that the horror of this case can compel those who are older or seriously ill to begin a dialogue with their families and physicians.
Advance directives are not a panacea
Advance directives are necessary medicolegal documents but, by themselves, are not sufficient. They have several well-recognized limitations: they use broad, imprecise language; they do not incorporate patients' values; and they are often misunderstood by patients. In addition, they are open to multiple interpretations by decision makers; they do not encompass the ambiguity, complexity, and infinite array of possible medical scenarios; and they may be physically unavailable when needed. Often, they do not consider or involve other stakeholders, who may not even be aware of their existence. [13] [14] [15] For some-especially the underinsured, the undereducated, and minorities-rather than serving to dispel fears of too much treatment at the end of life, they serve to conjure fears of too little treatment. 16 
What's left is conversation
What's left is conversation. As noted, data indicate that patients want and expect their physicians to bring up the topic of advance care planning. Physicians need to let patients know that the topic is not taboo, that it is safe to discuss with them. Physicians should broach the subject early, when the patient is not facing a health crisis, and invite the patient to involve surrogate decision makers. The physician should elicit the patient's goals and values that inform specific treatment choices, provide information in language the patient can understand, and prompt the patient to ask questions. When appropriate, the physician should correct misunderstandings and offer recommendations based on the patient's stated goals and values. Importantly, if the patient chooses to forgo certain types of treatments, the physician should elucidate the type of care that will be provided. They should convey that, when nothing more can be done for the sick body, they always can help the sick person. The physician should make a pledge to provide intensive care and aggressive management of symptoms, and, at the same time, treat the patient with respect and dignity.
Only then should the process of documentation proceed. The patient should document treatment preferences in an advance directive; the physician should document discussions in the patient's medical record. In this way, documentation becomes a record of conversations among the patient, physician, and family rather than an end in itself.
Conclusion
Our present ambivalence concerning advance care planning will not be sustainable in human or in economic terms. The baby boomers are on the cusp of old age. Despite the continuing advances in medical science, the mortality rate will remain unchanged at precisely one per capita, and death will continue to result from chronic illness, frequently preceded by a period of incapacity. The economic issue is more delicate but equally compelling. The cost of healthcare is rising rapidly and, with the aging of the baby boomers, will begin to rise more rapidly for the foreseeable future. Without resorting to the rationing of healthcare, most of us would probably agree on the wastefulness of treatment that we find neither useful nor desirable.
Over the course of the past quarter century, we appear to have come full circle. Karen Ann Quinlan's parents used the courts to authorize the disconnection of a mechanical ventilator and, in the process, made her the first modern icon of the right-to-die movement. Terri Schiavo's parents have used the legislature to authorize the replacement of her feeding tube, making her the first modern icon of the right-to-live movement. The ongoing saga of this case poignantly illustrates the limits of adjudication, legislation, and delegation in end-of-life decision making. The time has come for physicians to start talking to their patients.
